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State/Territory: @laware 


AMOUNT, DURATION, AND SCOPEOF MEDICAL 

AND REMEDIAL CARE AND
SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 


1. Inpatient hospital services other than those provided in an 

institution for mental diseases. 

Provided:/-iNolimitations /x/ Withlimitations* 

2.a.Outpatienthospitalservices. 

-
Provided: /T No limitations L/ Withlimitations* 

b. Rural health clinic services and other ambulatory services furnish 

by a rural health clinic. 

/x/ Provided:No
limitations I/ With limitations* 

f l  Not provided. 
c. Federally qualified health center (FQHC) services and other 


ambulatory services that are covered under the plan and furnished 

an FQHCin accordance with section 4231 Man[;.
of the State Medicaid 
(HCFA-Pub. 45-4). 

/x/ Provided: WithNo limitations*
limitations 


d. Ambulatory services offered by a health center receiving funds
und 

section 329, 330, to
or 340 of the Public Health Service Act a pr, 
woman o r  individual under 18 yearsof age. 

/x/ Provided: /TNo
limitations with limitations+ 


3 .  	 Otherlaboratoryandx-rayservices. 

Provided: LT Nolimitations //With limitations+ 

*Description provided on attachment. 
. .  , 

TN No. S r - m L  
DateDateEffective DEC 18 jul 0 E 

.I . 

HCFAID: 7986E 




-- 
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Page 2M Y  1993 OMB NO; 

- S t a t e / T e r r i t o r y :  DE-
AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

4 .a .  N u r s i n g  f a c i l i t y  s e r v i c e s( o t h e r  t h a n  s e r v i c e s  i n  a n  i n s t i t u t i o n  for 
mental diseases) f o r  i n d i v i d u a l s  21 y e a r e  of a g e  or Older. 

w i t hProv ided :  2 No l i m i t a t i o n s - l i m i t a t i o n s  

4.b. 	 E a r l ya n d  periodic s c r e e n i n g ,  d i a g n o s t i c  and treatment s e r v i c e s  for 
i n d i v i d u a l s  u n d e r  21 y e a r s  o f  age ,  and treatment o fc o n d i t i o n sf o u n d . *  

4 . c .  	 F a m i l yp l a n n i n g  services a n ds u p p l i e s  for i n d i v i d u a l s  of c h i l d - b e a r i n g  
age. 

P rov ided :  No l i m i t a t i o n sX W i t hl i m i t a t i o n s *  

5.a.  P h y s i c i a n s 's e r v i c e sw h e t h e rf u r n i s h e d  i n  t h e  o f f i c e ,  t h e  p a t i e n t ' s
home, a h o s p i t a l ,  a n u r s i n g  f a c i l i t y  or e l s e w h e r e .  

P rov ided :  -No l i m i t a t i o n 8 2  W i t hl i m i t a t i o n s *  

b. Medical a n ds u r g i c a ls e r v i c e sf u r n i s h e db y  a d e n t i s t  ( i n  a c c o r d a n c e  
w i t h  s e c t i o n  1 9 0 5 ( a ) ( S ) ( B )  of t h e  Act). 

provided: - No l i m i t a t i o n s 2  W i t hl i m i t a t i o n s *  

6. 	 medica l  care a n d  a n y  o t h e r  t y p e  of r emed ia l  care r e c o g n i z e du n d e r  
S t a t e  law, f u r n i s h e d  by l i c e n s e d  p r a c t i t i o n e r s  w i t h i n  t h e  scope of 
t h e i r  practice as d e f i n e d  b y  S ta t e  law. 

a. 	 P o d i a t r i s t s 's e r v i c e s .  

Provided: - No l i m i t a t i o n 8 2  W i t hl i m i t a t i o n s *  

* D e s c r i p t i o n  p r o v i d e d  o n  a t t a c h m e n t .  

SupersedesSP-319D a t eA p p r o v a l  - -93D a t eE f f e c t i v e  
TN N o .  
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- State/Territory: delaware 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


b. Optometrists'services. 


/x/Provided: /7 Nolimitations DW i t h  limitations+ 

/x7Not provided. 

C. Chiropractors'services. 


Provided: /7 Nolimitations //With limitations* 

f l  Not provided. 
d. Other practitioners' services. 


Provided: Identified on attached sheet with descriptionof 

limitations, if any. 


17 Not provided. 


7 .  Homehealthservices. 

. a. 	Intermittent or part-time nursing services provided by a home health 

agency or by a registered nurse when
no home health agency exists in the 

area. 


Provided: LVNo limitations/TWithlimitations* 


b. 	Home healthaide services provided by a home health agency. 


Provided: BTNo limitations //With limitations' 


C. Medical supplies, equipment, and appliances suitable for use in the 

home. 


Provided: /VNo limitations/TWithlimitations* 


*Description providedon attachment. ..- . 
TN NO. SP-102 

Approval Date JUL *Supersedes Date DEC 1 8  Effective 
TN NO. SP-226* 

HCFAID:7986E 

Information previously on
pages 2 and 3 of Attachment 3.1-A. 
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State/Territory: Delaware 


- AMOUNT, DURATION, AND SCOPEOF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDED
TO THE CATEGORICALLY NEEDY 


d. 	 Physical therapy, occupational therapy, or speech pathology and 

audiology services providedby a home health agencyor medical 

rehabilitation facility. 


Provided: E> 
LT Not provided. 

8. Privatedutynursing

=/- Provided: LT 
-
L/ Not provided. 

No limitations />With limitations+ 


services. 


No limitations D W i t h  limitations* 


+Description provided on attachment. 
,.- . 

Supersedes e8 DateTN No. a p p r o v a l  DEC 18 'I992 Effective Date JUL 0 1 1992 
TN-NO. W h * 

HCFA ID: 7986E 

Information previously on page 3 of Attachment 3.1-A. 
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MOUNT, DURATION AM> SCOPE OF MEDICAL 
REHEDIAL CAREAND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

9. Clinic services. 

-a/Provided: /r No
limitations 

-

/-/ Notprovided. 

10. Dental services. 

-

/-/ Provided: l/Bo limitations 
-

/ y /  Not provided. 

11. Physical therapy and related services. 


a. Physical therapy. 
-

/-/ Provided: 
-x/Not provided. 


b. Occupational therapy. 

- ­


/-/ Provided: // 
-=/ Not provided. 

No limitations 


No limitations 


5 With
limitations* 


-/ / With limitations* 

-/rWith limitations* 

/T With limitations* 

C. Services f o r  individuals with speech,hearing, and language disorders 
(provided by o r  under the supervisionof a speech pathologisto r  
audiologist). 
-

/ /-/ Provided: // No limitations -/ With limitations* 
--/ X/ Not provided. 

"Description provided on attachment. 


TN No.SP-220 
FEE j . '. J1;1 .i , .. I-IEffectiveDate Approval 
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M O U N T ,  DURATION AND SCOPE OF MEDICAL 
MID remedial CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 


12. 	 Prescribed drugs, dentures, and prosthetic devices; and eyeglasses 
prescribed by a physician skilled in diseases of the eye o r  by an 
optometrist. 

a. Prescribed drugs. 

--/x / Provided: /T No limitations 
-

/-/ Not provided. 

b. Dentures. 
- ­

/-/ Provided: // Po limitations 

/FNot provided.-

c. Prosthetic devices. 


-/E Provided: LT .lo limitations 

-/ Not provided./ 

d. Eyeglasses. 

- ­-/ Provided:/

=/- Not provided. 

No limitations 


With limitations* 


-/rWith limitations* 

/nWith limitations* 


/rWith limitations* 


13. 	 Other diagnostic, screening, preventive, and rehabilitative services, 

i.e., other than those provided elsewhere in the plan. 


a. Diagnostic services. 

--/ X/ Provided: /y No limitations 
--/ Not provided./ 

*Description provided on attachment-


TN No. SP-736 

Supersedes Approval Date 

TN No. not specified 


uy With limitations* 


, \Effective ate jul : !u'>cS 

HCFA ID: 0069P/0002P 

i 



e. preventative services 

d. Rehabilitative services 

--f trot provided/ 

8 .  inpatienthospital  services 

b .  Sk i l l ed  nursing faci l i ty  services-
L/ Provided: /T Eo l imi ta t ions  - l i m i t a t i o n s1-7 w i t h  -
/ y /  Bot provided 

c .  	intermediate care  facil ity s e r v i c e s .-
/x/ Provided: Uo l imi ta t ions  -17with limitations --/ Bot provided/ 

*Descriptionprovided on attachment. 

m-Jb. SP-226 
HCFA D: 6069P/OOOzP 
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State: DELAWARE 

LIMITATIONS ON REHABILITATIVE SERVICES 

13d.Rehabilitative Services: 

RehabilitativeServicesarelimited to: 1) communitysupportservices forindividuals who 
would benefit from services designed for or associated with mental illness, alcoholism or 
drug dependence, excluding those services of an educational or vocational nature; and 2) 
dayhealth and rehabilitationservices forindividuals who would benefitfrom services 
designed for or associated withthetreatmentofmentalretardation or developmental 
disabilities. 

1) CommunitySupport Services 

ELIGIBLE PROVIDERS 

Providers are organizations certified by the Division of Alcoholism, Drug Abuse and Mental 

Health(Division) in accordance with the Delaware Medical Assistance Program Medicaid 

Provider Manual for Rehabilitative/Community support Service Programs. 


DEFINITION OF COMMUNITY SUPPORT SERVICES 
' 	 Communitysupport services are medicallyrelatedtreatment,rehabilitative and support 

servicesprovidedthroughself-containedprograms by teamsofclinicians,associate 
clinicians and assistant clinicians under the supervision of a physician. 

FREQUENCY, DURATION AND SCOPE 

Community support services are provided, as medically necessary subject to the limitations 

ofthestate plan, to assist eligible persons cope with thesymptoms of their illnesses, 

minimize the effects of their disabilities on their capacity for independent living and prevent 

or limit periods of hospital treatment. 


Eligible recipients are Medicaid recipients who would benefit from services designed for or 

associated with mental illness, alcoholism or drug addiction. The provider's physician must 

certify necessity for community a
medical support services based on completed 
comprehensive medical/psycho-social evaluation. 

Approval MAY O 4 1993TN NO.SP-323 Date 

Supersedes 

TN NO.SP-315 Date 1J1 I93 
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13d. Rehabilitative Services.(Continued) 


QUALIFIED STAFF 


Community support programs may bill Medicaid for community support services only 

by
when authorized as medically necessary a physician and delivered by qualified 


staff. Services renderedby any qualified staff other thana physician must be 

providedunder a physician's supervision as defined
in theMedicaid Provider Manual 

for Rehabilitative/Community SupportServicePrograms.Componentcommunity 


defined
support service activities require specific staff qualifications in the 
Medicaid Provider Manualfor Rehabilitative/Community support Services Programs. 
Following are illustrative definitions of staff listed asto provide one 
o r  more community support service activities. 

1. Physician: a person with a Medical Degree or Doctor of Osteopathy 
degree, whois licensed topractice Medicinein Delaware and has 

. .  completed (or is enrolled in) an accredited residency training 
program in psychiatry, internal medicine
or  family practice. 

2. 	 Clinician: a person with a doctoral or mastersdegreein 
psychology, social work, nursing, rehabilitation o r  counseling 
from an accredited college or university(or  a registered nurse 
with a certificate in mental health nursing from the American 
Nurses Association). 

3 .  	 Associate Clinician: a person with a bachelors degree in a human 
service fieldor a registered nurse. 

4.AssistantClinician: a personwithanassociatesdegree, a 

licensed practical nurse or a certified counselor lacking the 

academic credentials of
an associate clinician. 


A clinician with clinical/administrative experience in provision of community 
support services serves as program coordinator.A physician serves as clinical 
supervisor, providing direct supervision of the aspects of the program that 
to client treatment and providing clinical supervision t o  staff. The physician 
is available full- or part-time at provider sitest o  provide direct service, to 
provide direct supervision to other staff, and to participate in assessment of 
client needs and planningof service provision. The physician has 24-hour backup 
arrangements with other physicians for  coverage when he/she is unavailable. 

TN # SP-296 
Supersedes
TN # SI'-270 

Approval Date ?-q- 9 

EffectiveDate 040191 
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13d. Rehabilitative Services (Continued) 


COVERED SERVICES 


Enrolled providers may bill Medicaid for community support services when one or 

more of the following community support service activities are rendered to 

eligible recipientsby qualified staff: 


Comprehensive medical/psychosocial Evaluation: A multi-functional assessment of 

theclientconductedby a physician(psychiatrist,internistorfamily 

practitioner), and clinicians under the supervision of the physician, to establish 

the medical necessityof provision of services by the community support service 

provider and to formulatea treatment plan. 


The comprehensive medical/psychosocial evaluation will be conducted30 days 

ofadmissiontotheprogramandatleastannuallythereafter.Itmustbe 

documented in the client's recordon forms approvedby the Division. 


The comprehensive medical/psychosocial evaluation will include the following 

assessments: 1)  extent and effects of drug and/or alcohol use;
2 )  medical systems 
survey; 3 )  medicationhistory; 4 )  psychiatrichistoryandmentalstatus 
examination 5 )  social history/update; 6) quality of life inventory; 7) social 

8 )  diagnosis on all axesskills and daily living skills assessment; in accordance 

with DSM-III-R criteria; and9) clinical risk factors. The evaluation will also 

include the formulation and review with the client of an individual treatment 

plan. 


Physician Services: Services provided within the scope of practiceof medicine 
by State law and by ofor osteopathy as defined or under the personal supervision 


an individual licensed under State
law to practice medicineor osteopathy. 


In thecontext of community support service programs, physician servicesto refer 

medical or psychiatric assessment, treatment, and prescription of pharmacotherapy. 

Medicalandpsychiatricnursingservicesincludingcomponentsofphysical 

assessment,medicationassessmentandmedicationadministrationprovided by 

registered nurses and licensed practical nurses are provided under personal 

supervision of the physician. 


Emergency Services: Therapy performed in a direct and face-to-face involvement 
' with the client available on a 24-hour basis to respond toa psychiatric or other 

medical condition which threatens to cause the admission of the client to a 
hospital,detoxificationorothercrisisfacility.Emergencyservicesare 
provided by a physician, clinicianor  associate clinician. 

TN # SP-296 ApprovalDate 7-q-v 
Supersedes 

DateTN # SP-270 Effective 040191 
I 


